Objetivo: relatar o caso raro de uma criança de 3 meses de idade com infecção aguda por chikungunya apresentando-se como erupção vesiculobolhosa. Descrição do caso: aqui relatamos o caso de uma criança de 3 meses que evoluiu com erupção eritematosa difusa envolvendo tronco e membros dois dias após febre aguda repentina, além de apresentar irritabilidade marcante com choro inconsolável, hiporexia, tosse e coriza. Investigações hematológicas e bioquímicas foram realizadas e foram normais. Amostras de soro foram testadas para Chikungunya revelando IgM positiva. Ele foi tratado com terapia de suporte, principalmente com antipiréticos, hidratação venosa e descanso evoluindo com resolução completa dos sintomas após quatro dias. Comentários: a febre Chikungunya é uma doença causada pelo vírus Chikungunya, que pode ser encontrada em áreas endêmicas como o Brasil. Manifestações atípicas podem afetar vários sistemas, incluindo a pele, e podem ser mais frequentes em crianças. O papel das manifestações dermatológicas relacionadas à infecção por Chikungunya não é completamente compreendido. O caso relatado é um caso incomum de infecção por Chikungunya, que destaca a importância de conhecer e ter consciência dessa manifestação em crianças, principalmente em novas áreas endêmicas como o Brasil.
INTRODUCTION
Chikungunya fever is a disease caused by the Chikungunya Virus (CHIKV) which can be found in endemic areas. Infested mosquitoes from the genus Aedes may transmit the disease 1 . It usually manifests as a benign and self-limited viral disease characterized by the triad: sudden fever, arthralgia/arthritis, and rash 2 . Atypical manifestations have been described in the literature affecting different organs and systems such as neurological, ophthalmologic and dermatological manifestations which can be severe or debilitating [3] [4] [5] [6] Children and the elderly appear to be more affected by atypical manifestations 7, 8 .
Herein we present a case of a 3-month-old baby diagnosed with Chikungunya fever manifested as vesiculobullous rash and 429 conduct a brief literature review.
CASE DESCRIPTION
A 3-month-old male patient presented to our department as a result of developing a diffuse erythematous rash involving the trunk and limbs within two days after sudden acute fever (Temperature: 38,5ºC). He also presented striking irritability with inconsolable crying, hyporexia, cough, and coryza. The dermatologic examination revealed a diffuse blanchable erythematous rash resembling sunburn on his trunk, arms and lower limbs, and numerous discrete ill-defined flattened blisters containing a clear liquid, resembling heat burn ( Figure 1A -D).
He had no previous history of medication before the rash onset. There was no complaint about vomits, joint swelling, blood loss, conjunctivitis or diarrhea.
Blood count was unremarkable, C-reactive protein was markedly elevated (96 mg/l), ESR was at the normal range (15mm), and normal hepatic and renal functions. Cerebrospinal fluid (CSF) analysis showed a global cell count of 4 cells, glucose of 42 mg/ dL, protein of 23,9 mg/dL, and non-reagent VDRL. Tzanck smear test of the bullous lesions was negative. Dengue investigation (nonstructural protein 1, IgM, IgG) was negative. Serum samples were also tested for Chikungunya revealing positive IgM.
Hence, the patient was diagnosed with Chikungunya fever with a vesiculobullous rash. He was treated with supportive therapy, mainly with antipyretics, venous hydration and rest. It is important to mention that breastfeeding seemed as effective as analgesics to calm the baby. After the treatment, the fever and cutaneous lesions improved within two days, and the vesiculobullous lesions resolved entirely within four days. 
DISCUSSION
The role of dermatological manifestations in CHIKV infection is not completely understood 9 . Although the current incidence of vesiculobullous lesions is not known, it is believed that the virus may produce more frequent manifestations in children compared to adults. Seetharam KA et al. described 52 children diagnosed with CHIKV IgM serology in which 27 presented pigmentary cutaneous lesions, followed by vesiculobullous lesions (17/52) and maculopapular rash (16/52) 10 . Other case reports showed similar lesions with complete regression varying between two and five days 6, 11 .
Other skin manifestations related to the virus are hyperpigmentation; multiple aphthous-like ulcers located over the scrotum, penis, groins, perianal region, axillae, and oral mucosa; transient nasal erythema; vesiculobullous lesions; ecchymosis; subungual hemorrhage; and generalized erythema 6 . Patients with dermatological comorbidities such as psoriasis, leprosy, urticaria or xerosis may exacerbate and recidivate during the infection 6, 12 . Currently, novel dermatological manifestations attributed to CHIKV have been frequently in medical literature possibly due to Chikungunya outbreaks worldwide, including Brazil 6, 13 .
It is important to highlight the vesiculobullous manifestation in chikungunya fever because it may be related to secondary infections and dehydration, and it can increase the morbidity levels during epidemics mainly in children. Although considered a benign disease, CHIKV can also manifest as a severe disease with mild hemorrhagic manifestations and fatal cases. As presented in the case, evolution and prognosis are usually selflimited. The treatment should be based on supportive therapy and with antibiotics in case of secondary infection 2 .
This study has limitations. First of all, this is a single case report of an uncommon manifestation. Second, although the crossreaction with Dengue and Zika virus remains low 14 , serum or bullous liquid RT-PCR for Chikungunya would be interesting to reinforce our diagnosis. Thus, RT-PCR was not available in our center. Third, we have not performed a biopsy for histopathological study. This decision was clinical and made considering the following reasons: (1) we already have the positive Chikungunya serology (IgM), and (2) the patient was presenting rapid improvement of the lesions following the natural history of the disease. The decision to realize a biopsy at this point could lead the patient to secondary infection and more morbidity.
The reported case is an unusual case of CHIKV infection which highlights the importance of to know and to be aware of this disease mainly in new endemic areas such as Brazil. The prompt availability of CHIKV serology associated with the clinical and epidemiological aspects was important to the correct diagnosis and management. Other differential diagnoses should be considered in the context of vesiculobullous lesions in children such as burns, staphylococcal infection, and autoimmune diseases.
